


[image: ]


The Herald of Free Enterprise – Documentary Video

By Natalie Morgan (2000728)


Content Page 

Documentary on Herald of Free Enterprise…………………………………………………3
Documentary speech notes……………………………………………………………………3-10
Bibliography…………………………………………………………………………………………11-14
Image Bibliography…………………………………………………………………………………….14
Video Bibliography……………………………………………………………………………………14


















Documentary on Herald of Free Enterprise

https://youtu.be/ge8GsE9pRRY 

Documentary speech notes
Opening Statement
What was supposed to be an enjoyable day for passengers travelling home from Zeebrugge to Dover, a trip that was popular due to the Suns national newspaper selling the trip for £1 (ITV, 2022), ended up being a catastrophic disaster for hundreds of individuals.
I am Natalie Morgan, a journalist from Wales. 36 years ago, the maritime disaster, HS Herald of Free Enterprise, claimed the lives of more British people than any other single event since the Second World War (Yardley, 2023).

Methodology
I’ve analysed a large series of reports, journals, and videos, specifically reviewing the department of transport formal investigation of the disaster, piecing together what went wrong to give an in-depth report on the key issues. A number of models and frameworks relating to risk and crisis management will be considered to further investigate the discussed information. This will allow me to critically consider whether the disaster could have been avoided, and what regulations should have been in place to minimise risks and improve safety.

·  Introduction video of HS Herald of Free Enterprise
· Title saying “HS Herald of Free Enterprise. What went wrong?”

Crisis Definition
Crisis is defined as having three present elements;
“a triggering event causing significant change or having the potential to cause significant change; the perceived inability to cope with this change; and a threat to the existence of the foundation of the organisation” - put this on screen
(Keown-McMullan, 1997, pg.4, as cited by Henderson, 2007, pg.3).

Introduce what the disaster is. 
The Herald of Free Enterprise, a Townsend Thoreson roll-on/roll-off ferry, was getting ready to depart Zeebrugge for Dover on March 6, 1987. As people boarded the ship, the Herald began to run behind schedule (Sky History, 2023, 00:32). Due to the urgency to arrive at the destination on time, human error came to play as protocols were not checked thoroughly.
After the ship had begun to sail, water started to gush into the ship immediately in large quantities, moments after the weight of the water started to make the ship move unsteadily from left to right. 
· Insert interview of victim 
Minutes later, more water spilled onto the deck, this time causing it to capsize. Fortunately, the ship's port side took the ground in shallow water by laying on its side on a sandbank, preventing it from entirely sinking (Department of Transport, 1987, pg.1). Yet, any solace was temporary as people were engulfed in the water.
· Insert interview of BBC interview 
Approximately 459 passengers were on board, it was revealed that 193 of them were killed in the accident, as well as an additional 80 crew members (Bell, 2017).

Bow Doors
1. The main reason for the capsizing of the Herald of Free Enterprise was due to the bow gates being left open upon its departure from Zeebrugge. As speed built up to 33 km/h, the large quantities of water on board destroyed its stability resulting in its rapid capsizing of just 90 seconds (Department of Transport, 1987,pg.71). The assistant bosun's failure to perform his responsibility of closing the bow doors as a result of falling asleep during the announcement that the ferry was leaving the port to set off on its journey was the key human error that led to this disaster. Since the Herald of Free Enterprise did not have strong protocols in place to follow, it had poor crisis management, which is defined as the identification of a threat to an organisation and its stakeholders in order to get an effective reaction to it (Hayes, 2022). This catastrophe was brought on by an internal crisis that could have been controlled and prevented had Townsend Thorsen Ferries' administration imposed strict compliance requirements respecting rules among employees. As well as this, a vital procedure of ensuring the bow doors is closed before porting, should not have been left to one crew member alone, there should have been other procedures in place, such as alarms systems that would have sent out a signal to warn others that it was not safe to leave the port.  

2. The person who oversaw the assistant bosun thought he saw someone who looked like him arrive on the deck to close the doors, but neglected to verify, failing to perform his job properly. It should have been the crew members' top priority to check and make sure the bow doors were closed to prevent the possibility of it sinking, particularly as it was well known to all staff that if water entered the main deck that the stability of the ship would be seriously jeopardised (Pope, 2013, pg.5).This is because the deck lacks indicator lights to tell the captain whether the bow doors were open or closed (Arthur, 2017). If the loading gates had been closed before departure and if management had given safety a higher priority, and ensured there was a positive safety culture amongst workers that paid close attention to safety procedures, then the accident could have been prevented (Department of Transport, 1987, pg.6). Theoretically, relying on every crew member to perform their duties as directed works, but when it comes to a crucial component like the loading gates, additional safeguards like warning systems or light indicators should be in place to minimise risks.

3. The absence of bow door indicator lights was brought to the organisation's attention a few years before the Heralds tragedy. This was discovered after an investigation into an accident involving the Pride of Free Enterprise, another Townsend Thorsen ferry, in 1983. In that incident, the bosun crewmate fell asleep, causing the bow doors to be left open (Department of Transport, 1987, pg.23), exactly the same scenario as the Herald of Free Enterprise, but without the tragic results. It was discovered after further investigation that this circumstance had occurred five times previously (Arthur, 2017). Given that this appeared to be a common occurrence, risk management assessments and procedures should have been in place to prevent it from happening again, thereby the Herald of Free Enterprise wouldn't have happened.

4. According to Gonzalez-Herrero and Pratt's (1995) Crisis Management Model, if a crisis indicator is identified, management must prepare staff members and routinely check on them to ensure they are effectively carrying out their duty by taking measures to prevent the risk of a crisis occurring. To control the risks and reduce the possibility of a crisis occurring, changes that were suggested should have also been made. The Herald of Free Enterprise tragedy could have been prevented if crisis management and risk management, as well as system improvements, had been taken seriously before it happened.


Capacity exceeded.
It was discovered in the government's formal investigation that there was a significant discrepancy between the weight on the ship compared to the permitted waybill weight limit for the ferry industry, as it was 13% greater (Department of Transport, 1987, pg.6).
Contributing to this weight was the excessive number of passengers on-board. This potential issue was known prior to the disaster as it often occurred on all Townsend Thorsen ships, the Free, Pride and Spirit. Just a few months before the herald of the free enterprise disaster, it was reported by the senior master that it was “grossly overloaded”, and thereby wanting a review of the capacity systems, as well as all other ships who requested the same. 
However, the principal person in command, despite the thorough reports that showed the overcrowded figures, did not take the demands seriously and was unwilling to acknowledge that another method should be in place to count the persons on board because he considered that a head count was an effective approach (Department of Transport, 1987, pg.17-23).
Although it is stated that the carrying of an excessive number of passengers and the overloading weight of the ship was not a “causative of the casualty” (Department of Transport, 1987, pg.74), it still had an impact on the ship and played a factor to its poor risk management procedures as they were not followed efficiently. Evidently, the person in charge made no attempt to address the issue; carrying an excessive number of passengers was not only against the law, but it was also extremely dangerous.
In relation to Mitroff (1993) Five Phases of Crises Model, once the issue was detected (in this case, the overloading of passengers), preparation and prevention procedures should have been made, for instance paying close attention to who is boarding the ship by checking for tickets, which would contain the situation and prevent over boarding.

Safety / Life Saving Appliances
The safety of passengers and crew members on ships is paramount for an organisation (IMO, 2023), thereby the Herald had sufficient emergency measures of life saving appliances in case of an emergency to help minimise fatalities and improve safety. This included large amounts of life jackets, lifeboats, axes, flares, and ladders (Department of Transport, 1987, pg.32), however, when the ship capsized the lockers that contained the life jackets were locked so passengers could not access the safety equipment. It was reported that the pressure of the water forced the life jackets out by their own buoyancy. However, due to the mass number of them, survivors said they impeded some swimmers and prevented others from floating to the surface.
A victim of the disaster recalls that the equipment that was supposed to save them made it more difficult:
“The lifejackets came down from above us as if a cupboard or something had opened suddenly. Ironically there were so many lifejackets that many people were having even more difficulty trying to find space to move. It does seem that the lifejackets in these circumstances gave added difficulties. Everyone was tangled up in the straps.” (Great Disasters, 2020). – put this quote on the screen and read it out.
Additionally, people were said to have had difficulty in using the life jackets (Department of Transport, 1987, pg.32). So, although the Herald had appropriate emergency resources, the procedures for dealing with them were not effective. As a result, there should have been more thought into how to maintain and store the appliances and debrief the passengers on how to use life jackets prior to departing.
Furthermore, surviving passengers and crew members stated that there were deficiencies in appliances, such as lighting that contributed to fatalities. As the ship capsized, the lighting cut out, as well as the emergency lighting, leaving the whole ship in darkness for passengers to be unable to see. This would have made it difficult for people to find the emergency exit or a way to escape, as well as directing them towards safety equipment such as axes to break their way out. Emergency lighting is vital to help staff and passengers evacuate safely (Business Watch, 2022), therefore the ship should have had an alternative lighting system, such as the use of batteries or generators, and the lighting should have been regularly checked and monitored to ensure it would work in the case of an emergency – as a result it can be considered that there was poor crisis and emergency planning.



Rescue Operations
The department of transportation’s formal investigation determined that the rescue effort for the disaster was successful since it was quick with no hesitancy (Department of Transport, 1987, pg.32). The crew members of the ship responded quickly to the capsize by engaging in rescue operations, including shattering windows and lowering ropes and ladders to lift passengers to safety, effectively carrying out crisis responses. A combination of fishing boats, lifeboats, Belgian Air Force helicopters, and Belgian Navy divers all sped to the location to provide assistance thirty minutes later. Police, fire, and ambulance services responded quickly and efficiently on land. Once survivors were rescued, the emergency services transported them immediately to six different hospitals so they could all receive care (Department of Transport, 1987, pg.33), preventing one hospital from being overrun by the influx of fatalities. This was an effective crisis response for the disaster.
However, it was claimed that the use of helicopters for rescue operations presented challenges because their lights blinded divers and rescuers and their noise made communication impossible (Department of Transport, 1987, pg.33).
Although the official inquiry concluded that the rescue efforts were successful, 193 lives were lost (Bell, 2017), indicating that other factors, such as poor risk and crisis management, had a role in the disastrous accident.

Aftermath
The Herald of Free Enterprises victims said that it took days, if not weeks to hear updates about family and friends (Bell, 2017) as social media platforms were not available at the time of the disaster for communication (Dollarhide, 2023). Social media channels would allow them to suffer for a shorter amount of time in terms of uncertainty of not knowing what was happening and if their family were okay. However, social media can often perceive messages differently which can lead to a spread of rumours and misinformation that can get out of control – leading to a panic in the population (Wendling et al, 2013, pg.27). If social media channels are monitored regularly using updated software, it can react to potential problems and respond promptly if an issue were to arise (Nierman, 2021). Social media is a valuable crisis communication response that can help to raise the level of awareness of a disaster, along with the capacity to take appropriate measures by being able to react quickly due to the immediate communication available (Wendling et al, 2013, pg.7). Additionally, the internet and social media platforms can relay information immediately to people at home that may have a family member involved in the disaster. 
Decades on, social media is now used globally on a day-to-day basis so crisis communication regulations in a social media channel aspect, should be implemented for all organisations to follow to help minimise the risk of a potential crisis becoming worse. The Herald of Free Enterprise still honours the victims annually by remembering and honouring the victims through memorials and social media posts, in particular for the disasters 35-year anniversary, Sailors Society and St Mary's Church in Dover hosted a memorial to honour the memory of the victims that was also broadcasted live for those who could not attend in person (ITV, 2022). This can help to overcome reputational crisis as it is comforting and supporting families of those affected, as Kim Spooner, a family member of two victims who lost their lives, says that it brings her closure to know they will be honoured and remembered for years to come (ITV, 2022), thereby making a positive impact out of a disastrous situation.
· The assistant bosun who left the bow doors open, allowing for the water to gush into the ship, pleaded guilty in prosecution, taking accountability for his actions. In relation to the Attribution Theory by Bernard Weiner, it identifies that when a crisis occurs, there must be a cause for what happened (Weiner, 1985-1986, as cited by Coombs, 2007 pg.136), of which has been the case for this catastrophe.
· A large number of the surviving victims reported to have suffered PTSD from the disaster (ITV, 2022) which affected their inability to board another ship, including ferries, cruises (which are currently popular) and any other kind of water-based transportation. Due to this, new essential regulations and efficient procedures that are put in place should be known to the public to put them at ease as it is safer to go on a ferry than it was over 30 years ago. 
· A year after the disaster several survivors were awarded medals for their bravery during the accident by helping others (Los Angeles Times, 1987). Not only is this gesture to honour their brave efforts, but it can also be seen as an attempt to reconcile their reputation.

Conclusion
To conclude, after this thorough investigation it is clear to see that there were numerous elements that contributed to the disaster of the Herald of Free Enterprise and its seriousness. In particular poor risk management elements as the assistant bosun left the bow doors open that was the primary cause of the disaster, a situation that was known to have happened before, with lack of systems and mechanical systems in place to prevent it from happening. With additional poor crisis and communication management elements due to employees not doing their jobs properly that management failed to monitor. If these elements were acted upon then the Herald of Free Disaster could have been avoided, or at least not as disastrous claiming a large number of lives.

Recommendations 
I have pulled together a number of recommendations for ferries to minimise risks and improve safety, of which the Herald should have done. These are as follows;
1. In relation to the bow doors being open, to prevent it from happening again there should be stricter safety training and risk management procedures for crew members that are assigned to close the doors. Also, there could be mechanical systems incorporated, such as indicator lights, warning alarms, and/or CCTV that can be checked and seen from the control room with the captain.
2. Systems should be put in place to prevent an excessive number of people and weight. This might be achieved by keeping track of how many passengers board via ticketing systems.
3. Better and more appropriate actions should be taken with regard to lifesaving equipment, such as better life jacket storage, adequate and routinely tested emergency lighting to ensure that it is functioning and allowing for the visibility of escape routes in an emergency. As well as expressing the provision of emergency procedure techniques to passengers prior to leaving the port.
4. As social media is now a feature that is used globally, organisations could use the platforms to spread awareness, encourage volunteer help and relay information to families of victims involved. If monitored and have efficient procedures to post, it can overcome deception and escalation, and even lessen the effects of a disaster. 















Bibliography
Arthur, C (2017) The herald of disaster, or why you should welcome regulations. Available at: The herald of disaster, or why you should welcome regulations. | by Charles Arthur | Medium (Accessed: 28/03/2023).
BBC News (2023) 1987: Zeebrugge disaster was no accident. Available at: BBC ON THIS DAY | 8 | 1987: Zeebrugge disaster was no accident (Accessed: 31/03/2023).
Bell, B (2017) Zeebrugge Herald of Free Enterprise disaster remembered. Available at: Zeebrugge Herald of Free Enterprise disaster remembered - BBC News (Accessed: 27/03/2023).
Business Watch (2022) The Importance of Fire Alarms & Emergency Lighting. Available at: The Importance of Fire Alarms & Emergency Lighting - Business Watch Group (Accessed: 27/03/2023).
Connor, L (2022) Survivors of 1987 Zeebrugge ferry disaster speak of horror 35 years on. Available at: Survivors of 1987 Zeebrugge ferry disaster speak of horror 35 years on - Mirror Online (Accessed: 31/03/2023).
Coombs, W.T & Holladay, S. (2012) The Handbook of Crisis Communication. Available at: The Handbook of Crisis Communication - Google Books (Accessed: 27/03/2023).
Coombs, W.T (2007) Attribution Theory as a guide for post-crisis communication research. Public Relations Review. Volume 33, issue 2. Pages 135-139. Available at: doi:10.1016/j.pubrev.2006.11.016 | Elsevier Enhanced Reader (Accessed: 30/03/2023).
Department of Transport (1987) The Merchant Shipping Act 1894, mv Herald of Free Enterprise, Report of Court No. 8074 Formal Investigation, Crown Copyright 1987. Available at: FormalInvestigation_HeraldofFreeEnterprise-MSA1894.pdf (publishing.service.gov.uk) (Accessed: 26/03/2023).
Dollarhide, M (2023) Social Media: Definition, Effects, and List of Top Apps. Available at: Social Media: Definition, Effects, and List of Top Apps (investopedia.com) (Accessed: 27/03/2023).
Gill, G & Wahner, C.M. (2012) The Herald of Free Enterprise Casualty and its Effect on Maritime Safety Philosophy. Marine Technology Society Journal. 46 (6):72-84. Available at: The Herald of Free Enterprise Casualty and Its Effect on Maritime Safety Philosophy | Request PDF (researchgate.net) (Accessed: 31/03/2023).
GOV.UK (2013) Emergency response and recovery. Available at: Emergency response and recovery - GOV.UK (www.gov.uk) (Accessed: 31/03/2023).
Great Disasters (2020) Herald of Free Enterprise. Available at: Herald of Free Enterprise - Great Disasters (Accessed: 29/03/2023).
Hayes, A (2022) Crisis Management: Definition, How it works, types and example. Available at: Crisis Management: Definition, How It Works, Types, and Example (investopedia.com) (Accessed: 29/03/2023).
Health and Safety Executive (2023) Planning for incidents and emergencies. Available at: Event safety - Planning for incidents and emergencies (hse.gov.uk) (Accessed: 28/03/2023).
Henderson, J.C (2007) Managing Tourism Crises: Causes, Consequences and management. Routledge. Available at: Tourism Crises: Causes, Consequences and Management (uef.edu.vn) (Accessed: 30/03/2023). 
Hutchins, H., Annulis, H & Gaudet, C (2008) Crisis Planning: Survey results from Hurricane Katrina and implications of performance improvement professionals. Performance Improvement Quarterly. 20.27-51. Available at: (PDF) Crisis planning: Survey results from Hurricane Katrina and implications for performance improvement professionals (researchgate.net) (Accessed: 29/03/2023).
International Maritime Organisation (2019) Life-saving appliances. Available at: Safety of ro-ro ferries (imo.org) (Accessed: 29/03/2023).
International Maritime Organisation (2019) Safety of ro-ro ferries. Available at: Life-saving appliances (imo.org) (Accessed: 29/03/2023).
ITV (2022) Grieving families mark 35 years since the Herald of Free Enterprise disaster. Available at: Grieving families mark 35 years since the Herald of Free Enterprise disaster | ITV News Meridian (Accessed: 27/03/2022).
Koc. (2016). Risk and safety management in the leisure, events, tourism and sports industries [Review of Risk and safety management in the leisure, events, tourism and sports industries]. Tourism Management, 54, 296–297. Available at: Moderating effect of work-family conflict on the relationship between leader-member exchange and relative deprivation: Links to behavioral outcomes (sciencedirectassets.com) (Accessed: 30/03/2023).
Los Angeles Times (1987) Britain Honours 14 Heroes of Ferry Disaster. Available at: Britain Honors 14 Heroes of Ferry Disaster - Los Angeles Times (latimes.com) (Accessed: 30/03/2023).
Maker, A (2020) Models and Theories to improve Crisis Management. Available at: Crisis Management Models & Theories l Smartsheet (Accessed: 30/03/2023).
Maritimecyprus (2022) Flashback in maritime history: Herald of Free Enterprise disaster – Capsized and sank on 6 Mar 1987, 193 lives lost. Available at: Flashback in maritime history: Herald of Free Enterprise disaster – Capsized and sank on 6 Mar 1987, 193 lives lost - MaritimeCyprus (Accessed: 28/03/2023).
Mitroff, I.I., Shrivastava, P. and Udwadia, F.E (1987) Effective crisis management. Academy of Management Perspectives, 1(4), pp.283-292. Available at: Effective_Crisis_Management_Academy_of_Management_Executive-libre.pdf (d1wqtxts1xzle7.cloudfront.net) (Accessed: 30/03/2023).
Mitroff, I.I., Shrivastava, P. and Udwadia, F.E (1987) Effective crisis management. Academy of Management Perspectives, 1(4), pp.283-292. Available at: Effective_Crisis_Management_Academy_of_Management_Executive-libre.pdf (d1wqtxts1xzle7.cloudfront.net) (Accessed: 30/03/2023).
Nierman, E (2021) Why the need for crisis communication is on the rise. Available at: Why The Need For Crisis Communications Is On The Rise (forbes.com) (Accessed: 27/03/2023).
Pearson, & Mitroff, I. I. (1993). From crisis prone to crisis prepared: a framework for crisis management. Academy of Management Perspectives, 7(1), 48–59. Available at: From crisis prone to crisis prepared: a framework for crisis management.: EBSCOhost (uwtsd.ac.uk) (Accessed: 30/03/2023).
Pope, C (2013) The Herald of Free Enterprise Tragedy. Available at: Microsoft Word - ChrisPope_2013.doc (mun.ca) (Accessed: 30/03/2023).
Ritchie, & Jiang, Y. (2019). A review of research on tourism risk, crisis and disaster management: Launching the annals of tourism research curated collection on tourism risk, crisis and disaster management. Annals of Tourism Research, 79, 102812. Available at: A review of research on tourism risk, crisis and disaster management_ Launching the annals of tourism research curated collection on tourism risk, crisis and disaster management (sciencedirectassets.com) (Accessed: 30/03/2023). 
Ship Disasters (2023) MS Herald of Free enterprise. Available at: MS Herald of Free Enterprise | Ship Disasters (ship-disasters.com) (Accessed: 28/03/2023).
Sky History (2023) The heart-breaking mistake that led to a deadly UK ferry disaster. Disasters that changed Britain. Available at: (156) The heart-breaking mistake that led to a deadly UK ferry disaster | Disasters That Changed Britain - YouTube (Accessed: 29/03/2023).
Strother, S (2016) Butterfly Theory of Crisis Management. Available at: StrotherButterflyTheory.pdf (Accessed: 29/03/2023).
Strucke, J (2007) Herald of sea changes. Available at: Herald of sea changes | World news | The Guardian (Accessed: 30/03/2023).
Wendling, C., Radisch, J & Jacobzone, S (2013) The Use of Social Media in Risk and Crisis Communication. OECD Working Papers on Public Governance No.24. Available at: The Use of Social Media in Risk and Crisis Communication | READ online (oecd-ilibrary.org) (Accessed: 27/03/2023).
Whittaker, M (1994) Our happiness was wrecked at Zeebrugge: It is seven years since the Herald of Free Enterprise sank, and for some survivors the ordeal is not over yet. Martin Whittaker met a family fighting for compensation from P&O. Available at: Our happiness was wrecked at Zeebrugge: It is seven years since the Herald of Free Enterprise sank, and for some survivors the ordeal is not over yet. Martin Whittaker met a family fighting for compensation from P&O | The Independent | The Independent (Accessed: 28/03/2023).
Yardley, I (2023) Day-trip disaster: the Zeebrugge tragedy. Available at: The History Press | Day-trip to disaster: the Zeebrugge tragedy (Accessed: 27/03/2023).

Image Bibliography 
Alamy (2023) Zeebrugge disaster Stock Photos and Images Available at: Zeebrugge disaster hi-res stock photography and images - Page 2 - Alamy (Accessed: 01/04/2023).
Getty Images (2023) 87 Herald of Free Enterprise Ferry Premium High Res Photos. Available at: 87 Herald Of Free Enterprise Ferry Photos and Premium High Res Pictures - Getty Images (Accessed: 01/04/2023).

Video Bibliography 
Bee, D. H (2022) Disasters at Sea S03E05 (Capsized-Herald of Free Enterprise) 1080p. Available at: (159) Disasters at Sea S03E05 (Capsized - Herald of Free Enterprise) 1080p - YouTube (Accessed: 02/04/2023).
Quest TV (2021) MS Herald Disaster that should have been avoided. Disasters engineered. Available at: (159) MS Herald Disaster That Should Have Been Avoidable | Disasters Engineered - YouTube (Accessed: 02/04/2023).
Sky History (2023) The heart-breaking mistake that led to a deadly UK ferry disaster. Disasters that changed Britain. Available at: (159) The heart-breaking mistake that led to a deadly UK ferry disaster | Disasters That Changed Britain - YouTube (Accessed: 01/04/2023).


2

image1.png
: :
- M





1


 


 


 


 


 


 


 


 


The Heral


d of Free Enterprise


 


–


 


Documentary 


Video


 


 


B


y 


Nata


lie Morgan (2000728)


 


 


 




1                 The Heral d of Free Enterprise   –   Documentary  Video     B y  Nata lie Morgan (2000728)      

